ABSTRACT The registry of digestive tract tumours established for the department of Cote d'Or (France) was used to study the epidemiological characteristics of large bowel cancer subsites for the period [1976][1977][1978][1979][1980][1981][1982][1983]. Age standardised incidence rates for colon cancers were 18-9/100 000 for men and 14-2/100 000 for women. The corresponding rates for rectal cancers were 18-4/100 000 and 10 2/100 000. The sex ratio for right colon cancer (caecum, ascending colon, hepatic flexure, transverse, splenic flexure) was close to 1 and did not change with advancing age, while that for the left colon (sigmoid, descending colon) showed a male excess after 65. For rectal cancer (rectosigmoid junction, rectal ampulla) the male predominance was more marked and occurred earlier, after 55 years of age. There was no significant variation in incidence between rural and urban areas for the different sublocalisations. In males the risk was high in the highest social classes for left colon cancer (p < 0-0 1), and among farmers for rectal cancer (p <0.01). The risk of left colon cancer in males increased with the comfort ofhousing (p < 0-0 1), but this marker ofsocial class had little influence on incidence for the other localisations in males, or for any localisation in females. No significant variation was found with education. The incidence ofcolon cancer tended to increase over the 8 years of study. The variations were significant for left colon cancer. For rectal subsites cancer incidence decreased in women (p < 0-05).
Compilation of incidence data from cancer registries throughout the world has drawn attention to large bowel cancer. This cancer is one of the most frequent neoplasms in western countries, thus representing a major public health problem. Attempts at identifying the risk factors of the disease have produced disappointingly ambiguous results. Because of this disquieting situation the knowledge of descriptive epidemiological data has become very important. It represents a way of delineating risk groups. Relatively few population based reports have provided data on the epidemiological differences in cancer at vanous subsites of the large bowel. These reports have separately examined sex and age distribution,1 2 social factors,3-5 or time trends.f9 The aim of this study was therefore to examine the subsite incidence of large bowel cancer by age, sex, socioeconomic status and time trends in a well defined French population.
Methods
The study included all cases of colorectal carcinoma reported to the digestive tract cancer registry of the department ofCote-d'Or (France). The The mean annual increase with 95% CI was, for right colon cancer, 2-5% (-9 1, + 14-1) in men (NS) and 3-1% (-17, + 7-9) in women (NS). Left colon cancer incidence rates increased respectively by 5 2% ( + 3 5, +6-9; p < 0.01), and 7-7% (+2-7, + 12-5; p < 005), whereas rectal cancer rates decreased by 2 7% (-2 3, +7-7; NS), and 5-2% (-22, -8-2; p < 005).
Discussion
Large bowel cancer is separated by the International Classification of Diseases in two different entities: cancer of the colon and cancer of the rectum.10 Descriptive epidemiological data confirm that cancer of the colon and of the rectum should be considered separately in aetiological inquiries. Although there is a strong correlation between the incidence of both colonic and rectal cancers, there is not always a strict parallel. The variation in incidence throughout the world appears to be somewhat less marked for rectal cancer than for colonic cancer. The highest incidence of colonic cancer is found in the USA, whereas the regions at highest risk for rectal cancer are situated in Western Europe.2 In the high risk populations of North America and Australasia the colon to rectum ratio for age adjusted incidence rates is between 15 and 2-0 in males, and between 2.0 and 2-5 in females. These ratios are generally lower in the high risk populations of Western Europe. They are near to 1 0 in men and 1 5 in women. Though tumours located near the rectosigmoid junction could be classified differently according to the countries, this fact should account for little in the overall distribution. The different subsites display similar epidemiological features, and in particular similar variations in the sex ratio are observed in all these high risk regions. Further evidence that colon and rectum should be considered separately comes from studies of racial or religious groups. In Hawaii or in San Francisco2 important racial differences are observed in incidence rates for colonic cancer. They are much smaller for rectal cancer. In an incidence study in Denmark, Seventh Day Adventists had a significantly lower risk ofcolonic cancer, whereas the risk of rectal cancer was Table 4 Standardised incidence ratio for large bowel cancers in Cote d 'Or (1976 'Or ( -1980 Some data on the chronological changes in subsite specific incidence rate of large bowel cancer are available. Trends in incidence vary from one region to another. In Connecticut there was an increase in rates for caecum-ascending and sigmoid cancers. Little change occurred for cancers of other sites.8 In Rochester (Minnesota) there was an increase in the incidence of cancer of the caecum, and a fall in the incidence of cancer of the sigmoid.6 Similar trends were observed from Canada.9 In Hawaii the site specific time trends revealed that the greatest increase occurred in rectosigmoid cancer followed by cancer of the sigmoid, and cancer of the right colon.7 In Cote d'Or there was a rise in right and left colon cancer while there was a decrease in rectal cancer incidence. These different time trends in the subsite distribution of large bowel cancer again suggest partly different aetiologies.
The differences in the epidemiology ofcancers ofthe right colon, left colon and rectum suggest that aetiological factors for cancers of these three parts of the large bowel may be different. The different patterns of male and female incidence rates from the present study support the hypothesis that there are differences between the sexes in the aetiology of the disease. This difference between the sexes must be accounted for in epidemiological studies. Our study confirms fragmentary information from other population based studies on the importance of distinguishing three different subsites in colorectal cancers for further analytical epidemiological studies.
